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Abstract 
The constantly rising prevalence of overweight and obesity requires intensive research 
not only in terms of physiological and medicinal aspects but also with regard to psychological 
factors that increase the burden associated with obesity and can hinder health maintenance or 
health improvements as suggested by previous studies. Work on weight discrimination among 
dietitians and nutritionists towards individuals with obesity and overweight was reviewed 
showing that, despite having knowledge about causation and consequences of obesity, health 
care professionals are not free of having negative attitudes towards individuals with obesity. 
Findings of empirical analyses revealed the impact of weight discrimination by general 
practitioners or internists while recommending bariatric surgery or referring patients with 
obesity to a surgeon, lowering the possibility for patients with obesity and associated 
comorbidities of gaining adequate health care services and sufficient obesity treatment. In a 
second study, the impact of weight discrimination on the desire to lose weight was 
investigated, demonstrating the pervasive effects of weight stigma on possible treatment 
outcomes or decision making with regard to obesity treatment.  
 vii 
In conclusion, weight discrimination and stigmatization can be seen as having 
detrimental effects on individuals and therefore bias should be addressed especially within the 
health care setting to reduce stigma as being a barrier towards health and well-being. This 
work aims to reveal the consequences of weight-based stigmatization on the treatment of 
obesity from two different angles: the patient and the health care professional. 
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1. Introduction 
 
1.1 The Psychosocial Side of Obesity 
 
According to the World Health Organization (WHO), overweight and obesity have 
become a tremendous threat to the general population worldwide. Besides having negative 
physiological consequences on well-being and health (1), this issue also transcends to the 
social level.  
Body Mass Index (BMI) is calculated by dividing weight (in kg) by height
2
 (m
2
) 
and is categorized into four categories: underweight (<18.5kg/m
2
), normal-weight (18.5-
24.9kg/m
2
), overweight (25.0-29.9kg/m
2) and obesity (≥30kg/m2), which is further 
subdivided into specific obesity-subclasses (2). A very recent study which analyzed the 
disease burden of obesity (3), points out that the prevalence of obesity has doubled in more 
than 70 countries (between 1980 and 2015), whereas the global rate of death due to BMI 
has in fact increased by 28.3% (3). The same study has found that an increased BMI is the 
reason for 4.0 million deaths, of which 2.7 million deaths were attributed to cardiovascular 
disease (CVD), the main leading cause of BMI-related deaths according to this study. This 
goes align with studies showing that overweight and obesity is linked to several health 
issues and mortality, such as CVD (4), osteoarthritis (5), cancer (6) and diabetes (4). Much 
research has been done to investigate the mechanisms that underlie the development and 
progression of obesity, linking obesity and overweight to poor health. However, most 
research has focused on biological processes such as insulin resistance, cardiovascular 
impairment or lipid metabolism, with regard to positive energy balance or genetics as well 
as the influence of obesity-related hormones such as leptin and ghrelin which in turn can 
activate appetite and negatively influence blood sugar regulation (reviewed, (7)).  
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Apart from that, obesity can also impact health on a psychosocial level, especially when 
those affected suffer social consequences in terms of stigmatization and weight 
discrimination which has been found to perpetuate obesity in some (8). It has been shown 
that weight-related discrimination and stigma can also mediate some of the poor health 
outcomes mentioned above that are connected to increased BMI. Therefore, in order to 
decrease the burden of obesity, psychosocial aspects such as weight discrimination should 
be addressed to overcome stigmatization as being a barrier to health. 
 
1.2 Weight-based Stigmatization and Discrimination 
 
Weight stigma refers to „negative weight-related attitudes and beliefs that are 
manifested by stereotypes, rejection and prejudice towards individuals because they are 
overweight or obese“ ((9), p.347). Stigma is further specified by the following definition: 
“stigma exists when elements of labelling, stereotyping, separation, status loss, and 
discrimination occur together in a power situation that allows them” ((10), p.377). 
According to this theoretical framework, discrimination is part of the behavioral 
component of this stigma construct. By definition, “discrimination is generally understood 
as biased behaviour, which includes not only actions that directly harm or disadvantage 
another group, but those that unfairly favour one's own group (creating a relative 
disadvantage for other groups)” ((11), p.9). Moreover, “discrimination may involve 
actively negative behavior toward a member of a group or, toward an ingroup member in 
comparable circumstances” ((11), p.8-9). 
 There are many different ways and occasions where weight stigma and 
discrimination has been reported or observed directly or indirectly, verbally or non-
verbally. Typical examples of weight-related stigmatization include attitudes or attributions 
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such as being lazy, slow or having no willpower (12–14). Those attributions are not only 
seen as typical characteristics of individuals with obesity, but also appear to describe their 
actions when it comes to self-care, health maintenance and weight management. According 
to the literature, stigma in general (15) and weight stigma in particular (16) can be 
experienced at many different domains or levels: internalized (e.g. personal beliefs and 
attitudes), interpersonal (negative comments from the social surrounding such as friends, 
family members, peers or colleagues) or societal ( e.g. working environment or public 
policies). 
Weight stigma was first described generally in the 1960s (17–19). During this time, 
several studies were initiated, in which children and adults rated overweight individuals 
less likable compared to normal-weight individuals. However, this was only at the start of 
obesity research. A lot of insights in terms of development of obesity and correlated 
problems that show that obesity is not a pure lack of willpower or controllability have been 
gained in the following years. Yet, not all questions are answered to fully understand the 
grounds of this condition. On the basis of these first insights from the 1960s, a book called 
The pain of obesity which was published in 1976 by Albert Stunkard (20) who was the first 
in recognizing that obesity-associated stigma does exist and that it can have negative 
effects on well-being of those affected by it. 
 
The origin of weight-based stigmatization and discrimination 
One theoretical explanation of weight stigmatization was given by Weiner and colleagues 
almost 30 years ago (21) who investigated perceived controllability of different types of 
social stigma, depending on whether those types of stigma were based physically (e.g. 
related to heart disease or cancer) or mental-behaviorally (e.g. related to obesity or drug 
abuse), favoring an attributional theoretical approach to understand the origin of stigma in 
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general. In this context, results of this study demonstrate that individuals with mental-
behavioral stigma such as obesity are seen as being responsible for their condition, were 
less liked, evoked less pity but relatively high anger and would receive less assistance 
compared to physical stigma types. In other words, the underlying reasoning for stigma of 
obesity can be found in the assumption that overweight can be personally controlled and 
therefore those affected by overweight are responsible for themselves and their medical 
(self-) care (22–25). In this context, it has been shown that giving information on 
individual behavior (i.e. by exposing individual behavior as a result of obesity), 
emphasizes the personal responsibility of those affected by overweight and increases 
negative stereotypes and prejudice towards individuals with obesity (26). On the other 
hand, providing information that accentuates the complex development of this condition 
improves attitudes and reduces prejudice (27, 28). Given the background, there seems to 
exist a broad range of misunderstandings on the development of obesity as well as the 
treatment for it that are linked to the negative attributions people make about individuals 
with overweight or obesity. Additionally, the belief exist that distress expressed by stigma 
and discrimination might even be beneficial because it may serve as an incentive or a 
motivator that drives the willingness to lose weight, for instance in conjunction with body 
image dissatisfaction that may arise from stigmatization (29, 30). This again is founded on 
the assumption that obesity can easily be controlled or regulated by the individuals 
themselves. Given that weight stigma and discrimination is rather harmful, this approach 
appears questionable and has not been evidenced by research. 
Although weight stigma has been investigated for so many years, it still appears to be a 
topic with wide-ranging consequences. The prevalence of obesity is steadily rising and 
research confirms that weight stigma can still be found in many areas of everyday life. The 
topic of weight-related discrimination and bias should be taken serious and supplement the 
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medical research that aims to understand the emergence and treatment of obesity. It seems 
that society has not yet accepted that obesity is a disease and that it should be treated like 
that by shifting the controllability and responsibility away from the patient towards society.  
 
 
The prevalence of weight-based stigmatization and discrimination 
Weight stigmatization and associated exclusion processes have been found to 
increase rapidly in society during the last years and consequences appear to be wide-
ranging (31, 32). Hence, the investigation of the causes of weight-related stigma is very 
important, in order to understand how prejudice related to obesity may arise and how it can 
be overcome.  
Weight stigmatization and discrimination is very common among the general 
population (22). According to a recent meta-analysis (33), perceptions of weight 
discrimination have been reported by 19.2% of individuals with obesity class I compared 
to 41.8% of individuals with obesity class III (BMI > 35 kg m2). It has been known that the 
prevalence of discrimination increases with BMI (34). While keeping in mind that medical 
consequences such as comorbidities also increase as BMI rises, health care professionals 
should be aware of this double burden when caring for patients with obesity. 
Experiences of weight stigmatization are reported by different age-groups in many 
domains of life (16). It starts during early kindergarten days and often lasts through the 
entire lifespan. There is research showing that even children as young as 3 years old report 
being discriminated due to their weight (35, 36). Similarly, children report being 
discriminated in school - not only by their classmates and peers, but also by their teachers 
or supervisors (37, 38). Even later on, discrimination due to one’s body weight does not 
seem to stop, as it for instance continues to a variety of job settings: individuals with 
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obesity are less likely to be hired (39, 40), are paid less (41) and in terms of health care 
arrangements within the workplace setting „have been perceived as a liability when it 
comes to providing health care insurance“ (42, 43). Normal-weight colleagues report less 
desire to work with a person with obesity or overweight (44) and are less likely to 
recommend someone with obesity or overweight for a job (45). 
Stigma can have many adverse consequences in many different life domains, such 
as educational attainment, social relationships, leisure time or health care facilities. Apart 
from that, it has been shown that weight-related stigma is a serious issue, affecting the 
patients’ physical health, but also their mental health (46, 47). Weight stigmatization and 
discrimination have also been found to be a predictor of unhealthy eating (48) and a lack of 
physical activity (49, 50). About 80 % of participants (men and women) reported “eating” 
as a coping strategy in response to weight-related stigma and approximately three-quarters 
of them reported “refusing to diet” in order to cope with it (48). In terms of psychological 
consequences, stigma has been shown to result in psychological stress, being a risk factor 
for depression (51, 52), lowered self-esteem or being dissatisfied with their own body 
image or body appearance (53, 54). A recent study by Spahlholz et al. (33), found a link 
between weight-stigmatization and mental disorders such as depression, however, the link 
is related to the type of coping style an individual with obesity is adopting in order to cope 
with experiences of discrimination. 
There is a lot of evidence showing that perception of weight discrimination can 
have pathophysiological consequences that are associated with obesity due to a variety of 
adverse biochemical changes that occur if weight-related stigma is frequently experienced 
(55). Negative consequences of obesity can get worse due to chronic stress, states of 
anxiety or generally negative mood or tension, activating physiological mechanisms that 
contribute to weight gain by increasing appetite and food intake or disturbing the satiety 
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system in the brain (56). One theoretical model by Tomiyama (57) assumes the existence 
of a vicious cycle that links weight-related stigma and weight gain via cortisol levels that 
increase in response to high degree of psychological stress due to stigmatization. In this 
model, weight-related stigmatization can be seen as a chronic stressor, resulting in weight 
gain due to HPA-axis dysregulation (58) and high cortisol responsiveness (59), which in 
turn provokes more stigma and teasing. 
In some cases, devaluation and prejudice can result in negative self-perception or 
self-direction of negative attitudes or stereotypes (60), mostly due to the presence of 
societal or interpersonal weight stigma levels (16). This is known as internalized weight 
stigma. According to the formulation model by Ratcliffe and Ellison (61) there are several 
factors that may impact or preserve internalized stigma. As already described, weight 
stigma can lead to psychological distress, depression and anxiety as well as disordered 
eating behavior, which in turn can lower mood and self-esteem and multiply how weight 
bias is experienced and intrinsically manifested. Another important factor in this model is 
the presence of safety and avoidance seeking behaviors which trigger maintenance of 
negative self-evaluation and beliefs of being eyed up by others. One example from 
everyday life could be avoidance behavior within the health care setting (e.g. missing 
appointments) for fear of being blamed by the health provider can that can accentuate 
effects of weight stigma (32, 62). In other words, how individuals with obesity see 
themselves and how they process themselves as being discriminated has an impact on the 
emergence of internalized stigma (61). Therefore, when dealing with (external) weight 
stigma, internalization should not be overlooked as it can give grounds to several 
psychological difficulties associated with obesity and overweight and may hinder 
successful treatment and health maintenance for individuals with increased BMIs. 
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1.3 Obesity and Stigma within Health Care Settings 
 
Surprisingly, one of the biggest sources of weight-related stigma can be observed in 
health care areas (63). Previous studies indicate that health care professionals (HCPs) such 
as doctors, nurses and psychologists show generic prejudice towards obesity (64–66), 
holding the view that the reason for extreme overweight is due to personal misconduct (12, 
67). From the patient’s perspective, physicians have been found to be the most frequent 
source of stigma for women and the second most frequent source of stigma for men (48). 
Weight stigmatization in health care can result in impaired outcomes for patients with 
obesity. Some studies have linked a high BMI to avoidance of health care prevention 
services or cancellation of appointments due to weight concerns (e.g. (62, 68–71). 
Especially women seem to be prone to this kind of treatment avoidance due to concerns 
about being stigmatized because of their weight (62). Delaying necessary prevention 
checkups and treatment may contribute to the negative health outcomes seen in individuals 
with obesity (32). Phelan et al. (65) concluded a conceptual model that illustrates the link 
between obesity and health outcomes (Figure 1). According to this model, patients with 
obesity are often confronted with HCP’s negative attitudes, opinions or stereotypes, which 
might in turn evoke feelings of being disrespected or even unwanted. As a result, the 
authors differentiate between several ways that negatively impact the patient’s outcome 
(i.e. their health) either on the provider-level due to prejudiced decision-making or more 
intrinsically by increasing patient’s distrust and decreasing patient’s compliance. 
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Source: Phelan et al. (65), p.320 
Figure 1: Pathway-model of the association between obesity and health care 
 
 
When asked about their experiences within the field of obesity care management, HCPs 
often report feeling unprepared or not fully equipped to offer sufficient care to their 
patients. They also seem to be unsure regarding possible referral sources or sufficient 
knowledge on treatment and causation of obesity (72–74). As in the case with medical 
students (75), many professionals or trainees are not aware of being biased as well as the 
consequences of their negative attitudes- whether expressed directly or indirectly. Even if 
most research has been conducted in the USA, similar results have been found in Germany 
(76).  
Interestingly, with regard to the practitioner’s own BMI, mixed results have been reported. 
Whereas lower levels of implicit bias have been associated with higher weight HCPs (66), 
the opposite also seems to be applicable, as patients report an increase in stigma 
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perceptions with increasing BMI of their physician or therapist (77, 78). In sum, these 
negative consequences might explain why weight-related stigmatization makes it difficult 
for those affected to improve their health condition and receive adequate treatment for 
obesity- or non-obesity-related conditions. 
On these grounds, the present doctoral dissertation addresses the effect of weight-
based stigmatization on the treatment of obesity. In a first step, a systematic literature 
review was conducted in order to identify the current state of research on weight-related 
discrimination within the health care setting, by giving a specific example of setting where 
patients with obesity who seek treatment and professional help are confronted with 
negative attitudes (Chapter 2). This was followed by empirical studies in general 
populations (Chapter 3): First, with regard to the physician’s perspective (Chapter 3.1), and 
second, by investigating this issue from the patient’s perspective (Chapter 3.2). The first 
empirical analysis on weight-related discrimination examined the impact on treatment by 
investigating the attitudes of a representative sample of general practitioners and internists 
in Germany towards patients with obesity in general and bariatric surgery in particular. The 
second empirical analysis investigated the consequences of stigma on treatment goals by 
patients with obesity.  
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2. Stigmatization in Health Care - A Literature-Based Analysis 
 
The treatment of obesity and overweight is often characterized by conservative 
methods which include increasing physical activity or changing eating habits into healthy 
eating behavior. When conservative methods have not revealed satisfying results, bariatric 
surgery is often seen as a final option. However, even in this case, dietary advice is still an 
important aspect, before, during and after surgery, which means that individuals with 
obesity and overweight are constantly in touch with dieticians or nutritionists, and rely on 
their advice and support independent on the treatment method. Therefore, this occupational 
group plays a very important role in the management of obesity. However, as mentioned 
before, many HCPs express negative attitudes towards individuals with obesity and 
research has shown that even dieticians and nutritionists are not free of prejudice. 
According to research, dietitians tend to hold negative attitudes towards individuals with 
obesity, believing that those affected have low self-esteem, are less attractive and less 
healthy (79, 80). Besides, frustration has been reported when dieticians were asked about 
their work with patients with obesity (81). This is often reinforced by other negative 
stereotypes, such as having unrealistic weight loss expectations, showing poor compliance, 
motivation and commitment during weight loss therapy (81). Since weight-related bias 
may be detectable even in dietetic students and trainees, it is important to include this 
occupational group into weight stigmatization research. As systematic investigations that 
includes studies assessing the dietician’s causational belief with regard to overweight and 
obesity are lacking. Therefore, this review aimed to fully determine the prevalence of 
stigmatization in dietitians and in addition to it, investigated dietitians’ believes about 
causes or controllability of obesity. 
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2.1 Dietitians and Nutritionists: Stigma in the Context of Obesity – A Systematic 
Review 
 
 
Jung, F.U.C.E.; Luck-Sikorski, C.; Wiemers, N.; Riedel-Heller, S.G. (2015). Dietitians and 
Nutritionists: Stigma in the Context of Obesity. A Systematic Review. PLoSOne, 10(10), 
e0140276  
Abstract 
 Negative attitudes towards people with obesity are common even in health care settings. 
So far, the attitudes and causal beliefs of dietitians and nutritionists have not been 
investigated systematically. The aim of this article was to review the current state of 
quantitative research on weight-related stigma by dietitians and nutritionists. A systematic 
literature review was conducted in 2014 using PubMed, PsycINFO, Web of Science and 
Cochrane Library. 8 studies were found that differ in regard to study characteristics, 
instruments and the origin of the sample. 6 out of 8 studies reported weight stigma 
expressed by dietitians and nutritionists. Their believed causes of obesity indicated a 
defined preference for internal factors rather than genetics or biology. Results of studies 
were not homogenous. The degree of negative attitudes by dietitians and nutritionists 
towards people with obesity appeared to be slightly less pronounced compared to the 
general public and other health care professionals. Stigma and its consequences should be 
included into educational programs to optimally prepare dietitians and nutritionists. 
 
For full text see page 13. 
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3. Quantitative Analyses based on the Current State of Research 
 
The questions remains, how weight bias or stigmatization might impact the quality 
(and type) of care a patient is offered in the health care system. Recent literature suggests a 
negative impact indicating that HCPs may not be giving enough support to those suffering 
from obesity (82, 83).  
Weight stigmatization and discrimination can hinder successful weight loss as well 
as health maintenance in many different ways. In general, weight stigma has been shown to 
be linked to the type of weight loss treatment an individual with obesity has chosen to 
reach a better health status, resulting in more riskier decisions (84). Moreover, empirical 
studies have given evidence that choosing weight loss surgery compared to conservative 
methods, such as changing eating habits or increasing physical activity, has an influence on 
how individuals are seen by the general public, exacerbating negative attitudes and 
prejudice (85). In the eyes of the general public, weight loss surgery is perceived as 
something that one is not actively involved in. Several misunderstandings exist, incorrectly 
pointing out that weight loss surgery does not involve any effort or physical labour. 
Surgery is sometimes labelled or seen as the „easy way out“ or a “quick fix” (86) of 
obesity. Surprisingly, this opinion is also shared by health care professionals who work in 
the field of obesity management despite evidence of the amount of effort patients put into 
getting surgery (e.g. pre-operative assessments), the surgery precautions as well as the 
strenuousness associated with post-operative care, possible side-effects of surgery and 
undoubtable weight-regain after the honeymoon-phase (87). Previous studies have shown 
that patients who choose bariatric surgery, are less likely to be hired compared to patients 
with conservative methods (88). Those patients are evaluated more negatively, are seen as 
being less responsible for their weight reduction and are seen as less attractive (89), more 
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lazy and were attributed a less healthier eating behavior (85, 90) compared to individuals 
who decided for conservative treatment methods.  
Conceptualizing obesity and overweight as a behavioral problem that is associated 
with individual characteristics of the patient only (e.g. having no willpower or being lazy) 
leads to the issue of undermining outcomes of obesity treatment as less promising 
compared to treatment for other health conditions, that are referred as being chronic (67). 
Keeping in the mind the low number of bariatric surgeries performed in Germany as well 
as aforementioned research regarding physician’s attitudes towards obesity treatment, the 
aim of the following study was to investigate whether stigmatization has an effect on 
recommendation of surgery and (subsequent) referral behavior by general practitioners 
(GPs) and internists. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3. Quantitative Analyses based on the Current State of Research 
- 31 - 
3.1 Weight-related Stigmatization as Determinant of Recommendation and Referral 
Behavior of Physicians 
 
Jung, F.U.C.E., Luck-Sikorski, C., König, H.-H., & Riedel-Heller, S.G. (2016). 
Stigma and Knowledge as Determinants of Recommendation and Referral Behavior of 
General Practitioners and Internists. Obesity Surgery, DOI 10.1007/s11695-016-2104-5. 
 
Abstract 
Background: Despite reported effectiveness, weight loss surgery (WLS) still 
remains one of the last preferred options for outpatient providers, especially in Germany. 
The aim of this study was to examine the effect of stigma and knowledge on 
recommendation of WLS and referral to a surgeon by general practitioners (GPs) and 
internists. 
Methods: The sample consists of 201 GPs and internists from Germany. The 
questionnaire included questions on the perceived effectiveness of WLS, the frequency of 
recommendation of WLS, and the frequency of referral to WLS. Stigma as well as 
knowledge was also assessed in this context. Linear and logistic regression models were 
conducted. A mediation analysis was carried out within post hoc analysis. 
Results: Knowledge (b=0.258, p <0.001) and stigma towards surgery (b = −0.129, 
p = 0.013) were related to the frequency of recommendation of WLS. Additionally, 
respondents, who were more likely to express negative attitudes towards WLS, were less 
likely to recommend WLS and thus refer patients to WLS (b = −0.107, p < 0.05). 
Furthermore, respondents with more expertise on WLS were more likely to recommend 
and thus refer patients to WLS (b=0.026, p<0.05). 
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Conclusions: This study showed that stigma plays a role when it comes to defining 
treatment pathways for patients with obesity. The question remains how this might 
influence the patients and their decision regarding their treatment selection. Interventions 
are required to make treatment decisions by physicians or patients independent of social 
pressure due to stigma. 
 
 
For full text see page 33. 
     
3. Quantitative Analyses based on the Current State of Research 
- 33 - 
3. Quantitative Analyses based on the Current State of Research 
- 34 - 
3. Quantitative Analyses based on the Current State of Research 
- 35 - 
3. Quantitative Analyses based on the Current State of Research 
- 36 - 
3. Quantitative Analyses based on the Current State of Research 
- 37 - 
3. Quantitative Analyses based on the Current State of Research 
- 38 - 
3. Quantitative Analyses based on the Current State of Research 
- 39 - 
3. Quantitative Analyses based on the Current State of Research 
- 40 - 
3. Quantitative Analyses based on the Current State of Research 
- 41 - 
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3.2 Weight-related discrimination and desired body weight. 
 
As previously mentioned, weight stigma, as well as internalized stigmatization, can 
have several psychological consequences, which in turn can also (negatively) affect 
treatment decision and outcome. Instead of motivating the patient, stigmatization is rather 
seen as a threat for treatment. This is particularly true, when it comes to making decisions 
with regard to the treatment process. Having a certain goal in mind is an important factor 
of self-regulation and motivation (91) and therefore important for the success of an obesity 
management intervention. According to guidelines and evidence-based knowledge, a 
weight loss of approximately ten percent is typical for most behavioral or pharmacological 
treatments (92–94). Obese patients report weight loss that exceeds 25% of initial weight as 
acceptable (95, 96), whereas physicians report weight loss outcomes of 14% as appropriate 
(67). This suggests that unrealistic weight loss goals and expectations expressed by the 
patient with obesity and overweight may not be induced by the HCP. Research suggests 
that wanting to lose large amount of body weight as well as overestimating the effects of 
interventions on weight loss might be manifested psychologically or be connected to 
experiencing social pressure due to ones excess weight.  
In the following section, results of a study on consequences of experiences of 
weight discrimination and internalized stigma are presented. In an empirical analysis, 
consequences on weight loss desires or goals which can be a part of decision making 
processes within the treatment of obesity were investigated. 
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Jung, F.U.C.E.; Spahlholz, J., Hilbert, A., Luck-Sikorski, C.*., & Riedel-Heller, 
S.G.* (2017). Impact of Weight-Related Discrimination, Body Dissatisfaction and Self-
Stigma on the Desire to Weigh Less. 
Abstract 
Background: Currently, health care professionals plead for stabilization of weight 
and improving health conditions rather than focusing on weight loss only. Individuals with 
obesity have been shown to report weight loss goals that are much higher than what has 
been suggested by guidelines. The aim was to determine whether weight discrimination 
and body dissatisfaction have an impact on how much weight an individual with obesity 
wants to lose. 
Methods: In this representative survey, n=878 participants with obesity were asked 
about their experiences with weight stigma, their body image concerns and about the 
amount of weight they would like to weigh. 
Results: Regression analysis reveals, that being female, having a higher BMI, 
being younger and trying to lose weight was related to a greater discrepancy between 
current weight and desired weight. The discrepancy between current weight and desired 
weight was greater when participants reported discrimination due to their weight as well as 
internalized stigma and body image concerns. 
Conclusions: Independent on the weight loss method, treating obesity should 
include realistic weight loss goals without being affected by social pressure or weight 
stigma, especially since stigma can result in further weight gain and decline health issues 
related to obesity and overweight. 
For full text see page 44. 
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4. Discussion 
 
Obesity has been classified as a chronic disease by several national associations 
such as the American Medical Association (1), or the German Association for the Study of 
Obesity (97). There is empirical evidence showing that obesity is based and influenced by 
genetic factors (98) and that the causation as well as treatment is very complex and still not 
fully understood (99). Despite this, stigmatization and discrimination of individuals with 
obesity and overweight is rising in its prevalence and potency (31, 33). Considering the 
rising prevalence of obesity worldwide, the psychological side of obesity which may 
hinder successful therapy and overall health, quality of life and well-being, should not be 
overlooked. Obesity has been associated with poor health and shorter life expectancy not 
only due to comorbidities such as cancer or diabetes, but also due to weight discrimination, 
which has been linked to an elevated risk of mortality of almost 60% (100).  
The results presented here highlight the importance of investigations on weight 
stigmatization and related consequences among obesity care. The three articles 
demonstrate that weight bias is present within the health care system and that it affects 
individuals with obesity from different angles, and with wide-ranging outcomes for health 
and well-being. The systematic review revealed that even dietitians and nutritionists are 
prejudiced and negatively-thinking despite having knowledge on causation of obesity on 
the one hand and being in close contact with patients, recognizing their struggle and 
complaints on the other side. The effects on the individual or patient become apparent in 
the findings of the first empirical studies which do not only give evidence for weight 
stigma as a barrier to treatment in terms of treatment recommendation and referral by a 
physician (Chapter 3.1.) but also confirm previously published results that this 
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stigmatization is not only related to the disease itself, but might also be directed towards 
the type of obesity intervention. The second empirical study (Chapter 3.2) reveals how the 
patient or individual might react and is influenced in treatment-related decision making 
processes by social pressure in terms of weight bias. It does not depend on whether weight 
bias is experienced within the health care setting or outside the hospital, as it can also be 
experienced in everyday life situations. As a result, the findings highlight the importance 
of establishing comprehensive interventions, which aim to reduce or eliminate weight-
related stigmatization within health care and beyond.  
 
4.1 Connecting Existing Literature to the Empirical Results 
 
Previous studies already demonstrate a link between weight discrimination and the 
progression of obesity. One study (101) shows that – independent on the BMI at baseline – 
the probability to become or stay obese is 2.5-3.0 times higher if one experiences weight 
discrimination (compared to other forms of discrimination or no discrimination 
experiences at all). In terms of treatment, negative attitudes and prejudice by physicians 
and other HCPs have been shown to result in less empathetic or patient-centred 
communication (102), spending less clinical contact time (103), showing less respect for 
their obese patients (103, 104) and giving less provision of medical information (105). Our 
research results demonstrate that effects of weight bias or negative attitudes by HCPs can 
go beyond these results and even impact recommendation and referral. In other words, the 
more likely a physician is to think of weight loss surgery (WLS) as being too easy to lose 
weight (compared to conservative treatment methods), the lower the possibility that he or 
she recommends this treatment or refers their patient to surgeon in order to conduct WLS. 
Contrary, the fact that patients are not given enough information, e.g. on surgical 
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procedures, might lead to a decision against surgery, hence leading to non-referral. 
Considering, that especially GPs and internists have a very important gate keeping-
function within the (German) healthcare system and act as the first medical person to 
contact, this can have very pervasive consequences for their patients who rely on their 
advice and support. Moreover, it could be one of the reasons why, despite having the 
equipment, facilities and expertise, the number of bariatric surgeries performed in 
Germany is relatively low compared to other economically comparable countries (106). 
Moreover, results presented above mirror the belief that there is a certain kind of stigma 
attached to bariatric surgery, which undermines the effort and complexity linked to 
undergoing surgery, thinking of it as “the easy way out” or something the patient itself is 
not actively involved in. In light of the fact, that HCPs should be familiar with the 
procedure of WLS, as well as precautions that have to be addressed by the patient pre- and 
post-operatively, they should be making their decision based on what is best for their 
patients and with regard to their patient’s medical eligibility described in specific evidence-
based guidelines.  
Another aspect that has been covered by the empirical analysis is the link between 
weight stigmatization (perceived and internalized) and treatment-related effects on the 
patient, in this case: the desire to lose weight (Chapter 3.2). Wanting to lose more weight 
than recommended by guidelines or HCPs has been observed very often, especially in 
individuals with obesity and overweight (95, 96, 107, 108). It is undeniable that this desire 
is often linked to the wish to escape from pain or physical impairments due to 
comorbidities and negatively impacts well-being and quality of life. However, research has 
shown that this desire is also linked to social pressure and societal norms, further expressed 
by weight bias and fat-shaming. Having an ideal body weight or body shape in order to be 
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successful and well-liked or even accepted, seems to be imposed upon, and whereas being 
healthy- mentally and physically, is rather fading into the background. 
The results mentioned in Chapter 3.2. point out that individuals with obesity, who 
have had experiences of weight discrimination in several everyday life scenarios, may 
want to lose more weight than individuals who have not experienced being stigmatized due 
to their weight. Similar results were obtained for individuals who internalized weight 
stigmatization, making them more vulnerable to unrealistic weight loss goals. Being not 
able to reach the (unrealistic) goals, could foster psychological distress and frustration 
leading to dropping out of treatment ahead of schedule, developing maladaptive eating 
patterns and eating disorders (109) or gaining weight as a result of stress (57). In the worst 
case, not being able to reach one’s (unrealistic) goals might double the internalized 
stigmatization by mistakenly emphasizing the stereotypes of obesity such as “being lazy” 
or “not putting in enough effort” because they did not manage to reach those unrealistic 
goals. Therefore, apart from psychological consequences that arise from weight stigma, 
discrimination and teasing can also have an effect on weight management.  
In order to maintain or improve a good health status, interventions should be 
considered that aim to stabilize, rather than reduce body weight and treat obesity-
associated comorbidities. In this context, Figure 2 summarizes the psychological as well as 
health-related consequences of weight stigmatization and discrimination on treatment and 
well-being. On the basis of literature mentioned before, stigmatization and discrimination 
within healthcare settings can have many pervasive impacts on individuals with obesity 
and overweight, especially in the long-term. This in turn may give grounds to a circulus 
vitiosus of constantly recurring experiences of stigmatization, as described in Figure 2. 
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Illustrated by the author 
Figure 2: Possible consequences of stigmatization and discrimination within the context of 
health 
  
 
 Professionals and researchers plead to move away from weight loss per se, 
especially since a variety of studies have recently shown that the weight loss that can be 
achieved with conservative methods or weight loss medications, does not exceed a weight 
loss of ten percent on average (110–112). Instead of aiming for ideal body weight (or 
shape) health care professionals that work in the field of obesity management should 
advise patients with obesity or overweight to set realistic long-term goals. These goals may 
not be “fixed to numbers on a scale” but rather focus on improving patient’s health and 
hence overall quality of life (113)- in dependence of the obesity intervention under 
consideration.  
 
Stigma within Healthcare
Negative Attitudes towards: 
the patient with obesity
- non-compliant
- lack of willpower
- responsible for being overweight
the treatment of obesity
- underestimating patient‘s effort 
- overestimating efficacy of 
conservative treatment options
- spending less  time with patient
Influence on Treatment
Psychological consequences
- feelings of guilt, shame, hopelessness 
- symptoms of depression
- body image dissatisfaction
- developing harmful eating disorders
- lower self-esteem
Health-related consequences
- no regular check-ups/ use of 
preventative services (e.g. screenings)
- inadequate treatment for obesity /non-
obesity-related conditions
- treatment dissatisfaction or weight 
problems (e.g. weight cycling)
further weight gain
reduced well-being
reduced overall health
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A body weight reduction of ten percent may imply that some individuals with 
obesity are still obese and might therefore still be vulnerable to weight discrimination. 
Additionally, episodic variation in body weight followed by a weight-loss treatment is not 
unusual. In some cases, weight cycling leads to gaining even more body weight than before 
the reduction (114, 115), indicating that losing weight as well as stabilizing weight can be 
extremely challenging (116). Patients should be psychologically prepared for these 
challenges and should receive help in order to use strategies based on coping, resilience or 
acceptance in order to improve stress management and eliminate or reduce feelings of guilt 
and shame that may hinder successful treatment (117). Therefore, the results of the two 
empirical studies described and summarized above, confirm the significance of 
understanding of as well as identifying sources and consequences of weight bias within 
health care. 
 
4.2 Future Research on Weight Stigma and possible Implications 
 
Although weight stigmatization has been studied in many different situations for 
many years and in different countries, there are still gaps that need to be filled by research. 
We have just started to understand the relationship between experiencing weight bias as a 
psychological issue that affects treatment of obesity as well as the psychopathology of 
obesity. Still, a lot of questions need to be answered, for example in terms of the origin of 
weight stigma as well as possible intervention that a) reduce occurrence of weight bias and 
b) help individuals with obesity who suffer from discrimination and weight stigma to find a 
suitable coping strategy and prevent bias from having a negative effect on their 
psychological and overall well-being. The lack of empirical evidence with regard to 
intervention that aim to reduce weight bias among HCP has been reviewed and confirmed 
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recently (118). The obstacle that is linked to developing effective and well-designed 
strategies against weight bias probably lies within general social norms and approaches 
that need to be changed in the first place. In addition, research suggests that stereotyping 
cannot fully be overcome (by increasing empathy and confidence in being able to treat) if 
attitudes or beliefs are mainly shaped by experiences with patients in the health care setting 
(119). With regard to HCPs, it is questionable how stressful situations might influence the 
attitudes towards obesity. In terms of racial bias, there has been a study recently that 
describes a link between cognitive stress (such as patient load and overcrowding within the 
medical setting) and implicit racial bias (120). In general, implicit bias rather happens 
automatically and stress might increase stereotyping. If situations are stressful, physicians 
might oversimplify as the brain increasingly relies on heuristics (121). However, whether 
this has an effect on the treatment remains currently uninvestigated. 
Another interesting assumption argues, whether fully acknowledging obesity as a 
disease might decrease weight stigmatization, because obesity is then seen as a condition 
and not an attribute, a choice or a characteristic. On the other hand, it might stigmatize 
individuals even more, by giving them a label even if they are healthy, as being obese does 
not always imply suffering from physical impairments or comorbidities. One recent study 
(122) has shown that it does make a difference whether the message is based on decreasing 
blame or focusing on entity beliefs, which could rather exacerbate anti fat-attitudes instead 
of reducing them. In other words, this study assumes that public health messages should 
decrease blame of having an increased BMI and concurrently focus on the changeable 
nature of weight in order to decrease weight bias an stigmatization. Interventions to 
decrease weight stigma should imply health promotion and positivity in terms of weight 
management and still conserve the belief that weight is malleable (incremental theory of 
weight) to encourage healthy behavior and self-regulation (122). 
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Additionally, helping patients to adopt coping strategies in order to deal with 
weight discrimination that they face in everyday life or in health care settings is important 
for obesity prevention and treatment. Professionals who work with individuals with obesity 
should be trained in detecting high-risk groups, which are affected by weight stigma in a 
more pervasive way and might for instance respond to it by pursuing unrealistic weight 
loss goals that may hinder successful treatment, lead to weight cycling or weight regain, or 
make psychopathological conditions linked to obesity worse. In this context, more 
empirical research is needed to implement interventions that help patients to respond to 
chronic stress evoked by discrimination, as part of psychotherapy and in addition to a 
comprehensive obesity care management program.  
 
4.3 Conclusion 
 
Weight bias and stigmatization remain an ongoing issue for individuals with 
obesity. Considering the social and economic burden the health care system is confronted 
with, obesity research should also focus on psychosocial aspects that can have pervasive 
ramifications on those affected by it. The results presented here underline this importance 
and give new insights on how individuals with an increased BMI are affected in their 
psychosocial functioning and with regard to treatment. Making a decision on treatment or 
simply taking care of your health should be free of social pressure or prejudice. Health care 
professionals of all fields and qualifications should behave non-stigmatizing and 
supportive, and condition their recommendations regarding treatment options on medical 
and patient-individualized requirements instead of personal attitudes and prejudice.  
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The prevalence of obesity is constantly rising, making it a worldwide problem with 
wide-ranging consequences not only for those affected by obesity but also for the health 
care system in general Apart from physical impairments or medical comorbidities, 
pervasive issues such as weight discrimination and stigmatization additionally impinge 
individuals with obesity in several ways. As a result, elaborate research is needed in order 
to detect sources of weight discrimination and reveal reasons why stigmatization might 
interfere with successful treatment of obesity. Previous research indicates that weight 
discrimination acts as an additional burden to those affected by obesity and overweight, 
affecting their health not only directly (e.g. due to stress and psychological issues such as 
eating disorders and depression) but also in a more indirectly or silent way (e.g. low 
adherence, patient distrust or avoidance of care). Therefore, the aim of the present work 
was to explore and analyze the effects of weight discrimination that can be found within 
obesity care management. 
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The first study, therefore, served as a systematic review to gain insights on weight 
discrimination by a specific type of health care professionals that work closely with 
individuals with obesity and overweight. Relevant research articles were identified by a 
systematic literature search subject to all exclusion criteria. Six out of eight studies under 
review reported negative attitudes among dietitians and nutritionists towards people with 
obesity, either explicitly or implicitly. In terms of causation, four studies that looked at 
attributions revealed that obesity was seen as being controllable and that individuals with 
obesity are seen as being responsible for their excess weight and associated conditions.  
The impact of weight bias on referral and recommendation behavior by general 
practitioners (GPs) and internists was investigated in the first empirical study. According 
to the results, knowledge about weight loss surgery (WLS), as well as stigma towards WLS 
were related to the frequency of recommendations for as well as referral to WLS. In 
summary, physicians tended to recommend WLS less often, if they believed that it was too 
easy to lose weight with WLS, therefore giving an indication of WLS-based stigmatization.  
The second empirical study investigated one possible consequence of weight 
discrimination that may impact not only the outcome of treating obesity or obesity care 
management in general, but also has several psychosocial effects on those people affected. 
The results show that female participants, younger participants, and participants with 
higher BMIs wanted to lose more weight than their counterparts, going align with previous 
published studies on this topic. The discrepancy between current weight and desired 
weight was greater when participants reported discrimination due to their weight. This 
discrepancy was also depended on internalization. In other words, the greater participants 
tend to internalize weight stigmatization, the greater this discrepancy, hence the more 
weight they want to lose. 
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In sum, the findings suggest that weight bias and discrimination can impact 
treatment pathways or outcomes of individuals with obesity in various ways. 
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